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The General Medical Council and
Department of Health both recognise that
although the acquisition of written
informed consent for surgery is not a legal
requirement, it remains a good practice.1 2

The use of consent forms enables opera-
tion details, including benefits and risks to
be discussed and clearly documented. This
ensures that patients are fully informed,
and reduces the risk of litigation in cases
with complications.

One hundred and seven consent forms
of patients who underwent colorectal
surgery between March 2011 and May
2011 at our teaching hospital were
prospectively audited. Areas analysed
included patient details, nature of opera-
tion, discussion of benefits and risks,
details of the consenting surgeon, legi-
bility and whether a copy was given to the
patient.

The key findings were as follows:
< 15% of consent forms had incorrect

and/or incomplete patient details.
< Junior doctors, including foundation

year 2 doctors, consented 29% of all
acute cases.

< Benefits of the operation were recorded
in 83% of cases and risks in 97% of cases.

< 4% of forms were illegible, 3% were
completed in red pen.

< Only 12% of patients received a copy of
their consent form.
Guidance from the General Medical

Council states that consent should ulti-
mately be obtained by the person
performing the operation, having sufficient
knowledge to discuss the procedure,
including potential risks.1 Inexperienced
junior doctors, especially foundation year 2
doctors, may not be able to meet this
criteria and may never have had any formal
training in obtaining consent. In this study
it is unclear how ‘informed’ the consent
was in cases consented by junior staff.
Risks and benefits of operations should

be documented in 100% of cases, some-
thing not observed in this study. Not only
does this leave surgeons exposed medico-
legally in the event of a complication, but
can also leave the patient unclear and
apprehensive about what to expect from
their operation.
Providing the patient with a copy of the

consent formwas poorly done in this study.
Giving the patient a copy of the consent
form acts as a reminder of what has been
discussed and is something that the patient
can refer to if they later have questions.
Consent is often wrongly equated with

a patient’s signature on a consent form.
Although the signature is evidence that
the patient has given consent, it is not
proof of valid informed consent. We
propose the following five ethical action
points to help improve this process:

1. Informed consent should be taken by
a consultant or registrar able to
perform the procedure and deemed
competent in obtaining informed
consent.

2. It is often inappropriate for junior team
members, especially foundation year 2
doctors, to take consent, as they often
have limited surgical experience.

3. Benefits and risks of procedures must
be discussed and documented in their
entirety.

4. All consent forms should be completed
legibly in black ink and block capital
letters.

5. All patients should be given a copy of
their consent form at the time of
consenting.

These are commissioned only articles offered to
authors following submissions where the topic or
findings are considered to be of some interest to JME
readership but not at the level of a peer-reviewed
article. Original papers should not be submitted under
this article type. These resubmissions are not peer
reviewed.

Contributors PJW and SG contributed equally to the
acquisition of data and drafting of this report.

Competing interests None.

Provenance and peer review Not commissioned;
internally peer reviewed.

This paper is freely available online under the BMJ
Journals unlocked scheme, see http://jme.bmj.com/site/
about/unlocked.xhtml.

J Med Ethics 2012;-:1.
doi:10.1136/medethics-2011-100198

REFERENCES
1. General Medical Council. Consent: Patients and

Doctors Making Decisions Together. General Medical
Council, 2008. http://www.gmc-uk.org/guidance/
ethical_guidance/consent_guidance_index.asp
(accessed 5 May 2011).

2. Department of Health. Reference Guide to Consent
for Examination or Treatment, 2nd edn. Department of
Health, 2009:11911. http://www.dh.gov.uk/
prod_consum_dh/groups/dh_digitalassets/documents/
digitalasset/dh_103653.pdf (accessed 5 May
2011).

1Department of Colorectal Surgery, Leeds Teaching
Hospitals NHS Trust, Leeds, UK; 2Department of
Urology, Leeds Teaching Hospitals NHS Trust, Leeds, UK

Correspondence to Dr Peter John Webster, Colorectal
Surgery, Leeds Teaching Hospitals NHS Trust, Leeds
General Infirmary, Great George Street, Leeds LS1 3EX,
UK; peterwebster@doctors.org.uk

PAGE fraction trail=1

Webster PJ, Graham S. J Med Ethics (2012). doi:10.1136/medethics-2011-100198 1

Ethics abstract
 JME Online First, published on June 12, 2012 as 10.1136/medethics-2011-100198

Copyright Article author (or their employer) 2012. Produced by BMJ Publishing Group Ltd under licence. 

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jm

e.bm
j.com

/
J M

ed E
thics: first published as 10.1136/m

edethics-2011-100198 on 12 June 2012. D
ow

nloaded from
 

http://jme.bmj.com/

